Mr. ELMSLIE: Some years ago I had the opportunity of investigating the results of execision of the knee in children, both as shown in the literature and by investigation of about 100 children in the London County Council schools. In-the latter the operation of excision has been carried out in various London hospitals by many different well-known surgeons. The results were extremely bad. Hofmeister laid down certain rules for excision of the knee. Under the age of 9 he considered it an unjustifiable operation; between 9 and 13 it should only be done as a means of saving the limb. After this age the operation is a good one. My observations led me to agree with these conclusions completely. In this case I think that excision should be performed, but it may be difficult because the focus of disease on the outer side may be opened in dividing the femur.
Case of Traumatic Myositis Ossificans.
By W. T. GORDON PUGH. F.R.C.S.
ABOUT eight weeks ago, the patient, a boy aged 15, whilst playing in a gymnasium, caught his foot in a mat and fell sideways on to his hand, dislocating the left elbow. This appears to have been completely reduced without an aneestheti'c. Cold compresses were applied and the arm slung in a flexed position. About a fortnight later, the doctor finding that any attempt at movement caused pain, administered chloroform, moved the joint, and fixed the elbow in an extended position upon a splint. For a few days the elbow was flexed and extended several times each morning, but the movenment possible became steadily less in extent and more painful.
When he was admitted to hospital a few days ago, the arm was fixed with the elbow within 40°of full extension, and the forearm in a position midway between pronation and supination. There was considerable swelling around the elbow, due chiefly to a firm thickening, extending from the olecranon upwards for about 3 in., and to a similar thickening in front of the joints.
X-ray examination shows considerable areas of opacity in positions corresponding to the triceps, brachialis anticus and supinator brevis.
The history is that usually associated with a traumatic myositis ossificans, and the treatment must evidently take the line of securing absolute rest, so as to prevent the development of additional new bone and to assist the absorption of that already present. In the presence of such extensive alterations from the normal, an ultimate stiffness of the joint seems not improbable, and it is therefore advisable to get the elbow into a standard position for fixation.
I should like to hear opinions as to whether this alteration of position should be carried out and, if so, whether this should be done at once under an ancesthetic or gradually by the use of a hinge splint. I should like also to hear the experience of others as to the final result in cases with such marked changes, and how long it will probably be before the patient is able actively to use his elbow?
DISCUSSION.
The PRESIDENT: I think it is improbable that the boy will ever regain a mobile elbow-joint. I should, therefore, alter the position immediately to'that which is the most useful.
Mr. ELMSLIE: The case is a lesson against the employment of forced movements in the treatment of elbow injuries. This joint appears to resent such movements more than any other. I consider that there is a considerable chance of improvement in this case, because the new bone is light and casts little shadow. I should, therefore, fix the joint in its present position on the ground that any alteration would tend to increase the bone formation. If the joint remains stiff it will be quite possible to alter the position later on.
Mr. FAIRBANK: I agree with what AMr. Elmslie has said. The position of the arm should be left alone for the present. The presence of a shadow around the 'neck of the radius, probably representing ossification in the supinator brevis, is interesting and certainly very rare. 1 have an X-ray showing a shadow of a bone in this situation in a dislocation in which the ulna had been reduced, but not the radius. At any rate the head of the radius is still dislocated.
Mr, ROTH: I hope this case will be taken as an example of how not to treat an elbow. I think it would be better to flex the joint now, because it will take two to three years for the bone to absorb, and during that time the arm, if flexed more, will be in a more useful position. The slight movement of bending the joint should not cause much increase in bone formation.
Mr. LAMING EVANS: The case is of interest as one of myositis ossificans following a pure dislocation. I think the X-ray shows that there may possibly have been a separation of the epiphysis of the olecranon. In my opinion, it will le better to fix the elbow in its present position, both because any movement will increase the tendency to bone formation, and because tension upon the triceps may pull the epiphysis of the ulna further away from the shaft.'
Mr. JOCELYN SWAN: I do not agree with Mr. Laming Evans that myositis ossificans after simple dislocation without fracture is especially rare. I have had two recent cases under my care in which ossification in the brachialis anticus has followed simple dislocation. In neither case was there any change in the supinator brevis. They were treated by rest and the ossification became reabsorbed.
Mr. A. S. BLUNDELL BANKART: I think the elbow should be flexed now, because the limb will be so much more useful during the period of immobilization. I hope Mr. Pugh will show this case again later on.
Recovery after Suture of Median and Ulnar Nerves in the Forearm.
By R. C. ELMSLIE, M.S., F.R.C.S. Miss H. D., aged 16, cut her wrist by falling with it thrdugh a window on July 1, 1918. The tendons were sutured at the time at the Huntingdon Hospital and the ulnar artery tied but the nerves were not sutured.
She first came to me for treatment on September 9. There was a cruciform incision above the wrist, the transverse scar being about 3 in. above the joint (due to the injury); the longitudinal scar was that of the operation. All the long tendons were acting satisfactorily, but all the intrinsic muscles of the hand were completely paralysed; the hand was clawed, the metacarpo-phalangeal joints being hyperextended, the interphalangeal joints flexed. The anmesthesia to light touch included the whole of the palmar surface of the hand and the front of the ulnar side of the forearm as high as the transverse scar; also the back of the ulnar half of the hand, the whole of the dorsal surface of the little and ring fingers, the last two phalanges of the index and middle fingers, and the last phalanx of the thumb.
On September 10 the longitudinal scar was excised and the median and ulnar nerves were explored; the ends of the median nerve were found displaced laterally from each other by about i in.; the ends of the ulnar nerve were continuous through a strand of fibrous tissue which was about 11 in. long. The nerve ends were freshened and sutured, the median meeting easily, the ulnar only with some tension when the wrist was flexed. After the operation the wrist was kept
